When last we spoke...

* We talked about examination, charting,
diagnosis and treatment planning of
inflammatory periodontal disease




Today, we're going to discuss....

* Morning:
— Medical Consultation
— Periodontal Prognosis

— Acute Gingival and Periodontal Conditions

e Afternoon:

— Why pockets don’t always resolve after even the
best initial therapy...and what to do about it




Medical Consultation

the Who, the What, the When, the How, and Most Importantly, the Why




Objectives

* By the end of this talk, we’ll have discussed:

— Why medical consultation is so important

— How to write a medical consultation which makes it
easy for physicians to understand and respond to

— To whom (i.e. which physician) it is the most
appropriate to send the consultation

— When is the most appropriate time to consult in
terms of treatment sequencing

— What are the most important medical issues to
consult about
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Background

* Dentists, dental specialists and hygienists are
legitimate healthcare providers, both healers
and professionals, who as a body have a social
contract with the public we serve, and as
individuals have a \
social contract with B
our patients P’




Background

* The days of drill, fill and bill dentistry are long
over

* As such, we are responsible for managing our
patient’s overall health, as primary care providers
(general dentist offices), and secondary care
providers (specialty
offices)




Background

* Regardless of the sort of treatment to which
your office is limited,

|. a patient’s medical status may affect your
management of them, and

. your management of them may affect their
medical status




Patient Management = Risk Management

* lgnorance and inattention to a patient’s
medical status may cause significant morbidity
and even mortality

* Further, it exposes us to
significant liability




Background

Further, many patients do not have a family
physician, or do not see one on a regular basis

Dentists have the opportunity to be in the
position to pick up on systemic health
broblems before a patient ever walks in to a
bhysician’s office




A Paradigm Shift?

* Evidence suggests that patients are
comfortable with, and even willing to pay for,
dental offices screening for common/dire

medical problems!

 Further, dental offices have shown themselves
willing to provide this service?




Oral Signs of Systemic Disease

* As we are all aware, systemic conditions can
have oral manifestations

* These systemic conditions may be
undiagnosed, and may require urgent
treatment i TS Y




Medical Management

* Physicians’” management of their patients, such

as the medications and therapies they
prescribe, can have profound effects on dental

treatment planning and sequencing

* Physicians may be completely unaware of
these effects







Why Medical Consultation?

e Dentists sometimes need information that can
only be provided by physicians

* Dentists can sometimes pick up on systemic
diseases before physicians do




Why Medical Consultation?

* Further, dentists can aid physicians and their
patients considerably by sensitizing them to
the negative intraoral side effects some of
their treatments may cause, and how to best
sequence treatment to avoid these situations




The Lie of “Medical Clearance”

e Dentists sometimes fall into the habit of
seeking permission from physicians to perform
treatment, termed “medical clearance”

* Unfortunately, from a medico-legal standpoint,
this does not protect us

* Regardless of the documentation we have
accumulated in support of a patient’s care, we
are ultimately responsible for any care we
provide?




An Issue of Professional Autonomy

* The notion of dentistry as a profession is
being challenged*>®

* One issue central to our being considered a
profession is our autonomy in dispensing
treatment

e Catch-22: How can we be considered
autonomous if we abdicate our responsibility
to make the final decisions on the treatments
that we provide?3




An appropriate interface
between physicians and dentists

is thus indispensable




Ove '

|. Why is medical co
important! |

2. How do we write kA

by, "
L) e » Y ¢
L, y o

1edidal consult?

21



Writing a Medical Consultation

* As we go through this process:

— Think of what would be the easiest and clearest
questions for physicians to answer

— Think of how asking specific questions will lead to
specific answers

— Think of what decisions are our responsibility to
make, vs. what decisions belong to physicians




My Preference

* One approach is to have a form letter

* This letter follows business letter format, but
has elements of how in-hospital consultations
are written amongst medical professionals

* Pertinent questions, or “items” are chosen
based on individual patients’ needs; the other
items are omitted




Anatomy of a Medical Consultation

* Every good business letter begins with

— from whom it’s coming
— the date, and

— to whom it’s going
* This is followed by a brief but complete
discussion of the patient’s
— dental chief complaint
— past health history
— medications (current and past), and

— allergies




Anatomy of a Medical Consultation

* Next, the diagnosis, followed by the treatment
plan, in terms the physician can understand

* Most important is a list of the “items’ which you
want the physician to consult upon

* Finally,a complimentary closing, and signature,
followed by a printed name




Consultant’s con
info

Patient’s chief comp

Patient’s diagnosis
treatment plan

tact

aint
nd

Y our name and address here
Your phone and fax numbers here
November |9, 2013

Consultant’s name and address here
Consultant’s phone and fax numbers here

Patient’s name and birth date

Re: Patient

Your Contact Info
Date

DOB: we/amaioess

Dear Dr

Mr./Mrs was recently n in our clinic for diagnosis and treatment planning of oral disease, As stated in his/'her P t' Y tl h Ith h' t

medical history questionnaire, he’'she has a history of and He/she takes and as a "-n S ea IS Ory,
cations, and has and as allergies, He'she has been diagnosed with , and his’her treatment plan calls d II =

for under local anaesthetic with vasoconstrictor me /4 an a ergles

I. s the patient’s medical history, as he/she gave it to me, complete?

2. Mr/Mrs
it borderline exercise tolerance. Can you order a stress test for confirmation and treat as necessary

reports that he'she develops shortness of breath after climbing 2 flights of stairs. This puts himher
¥ !

upplementing him/her by doubling his

3. Mr.,/Mrs

prednisone the day of the procedure and for one day afterward. [s this alright with you?

takes § mg prednisone per day. | will be her dose to 5 mg

4. Can yvou order an HbA I¢ and fax it to, or fax me the most recent results, if they have been taken within the last 3

months?

5. Can you please fax me the patient’s most recent CD4+ count and neutrophil count?

6. Would you be am

recommendations hold that such a drug holiday may be beneficial both in the prevention of post-operative

senable to placing the patient on a 3 month drug holiday from the bisphosphonate, as current

osteonecrosis of the jaw and treatment of current outbreaks of it?

Can you please provide specific information regarding the dosage in Gy, fractionation, and specific field of
irradiation?

8. Do you have any other comments pertinent to this case”

Any information would be most welcome

Sincerely

Sam MalKinson. oumm, Cerr Perio, FRCDIC)

All the
“items”
you want
to ask the
physician
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Your name and address here
Your phone and fax numbers here

November |9, 2013

Consultant’s name and address here
Consultant’s phone and fax numbers here

Re: Patient

DOB: we/onaiones

Dear Dr.

Mr./Mrs, was recently seen in our clinic for diagnosis and tr planning of oral disease. A stated in his/her
medical hmor; questionnaire, he/she has a history of .and . He she takes 3 . and as
medications, and has and as allergies, He/she has been dinymed with ___, and his'her treatment plan calls

for ___ under local anaesthetic with vasoconstrictor,

1. Isthe patient’s medical history, as he/she gave it to me, complete?

=]

Mr./Mrs. _ reports that he'she develops shortness of breath after climbing 2 flights of stairs. This puts him/her

at borderline exercise tolerance. Can you order a stress test for confirmation and treat as necessary?

3. Mr/Mrs takes § mg prednisone per day. | will be suppl ing him/her by doubling his'her dose to § mg

prednisone the day of the procedure and for one day afterward. Is this alright with you?

4. Can you order an HbA I¢ and fax it to, or fax me the most recent results, if they have been taken within the last 3
months?

-

Can you please fax me the patient’s most recent CD4+ count and neutrophil count?

6. Would you be amenable to placing the patient on a 3 month drug holiday from the bisphosphonate, as current
recommendations hold that such a drug holiday may be beneficial both in the prevention of post-operative
osteonecrosis of the jaw and treatment of current outbreaks of it?

7. Can you please provide specific information regarding the dosage in Gy, fractionation, and specific field of
irradiation?

8. Do you have any other comments pertinent to this case?

Any information would be most welcome.

Sincerely.

P/ A

Sam MalKinson. oasm, Cert Perio, FRCDIC)

Your name and address here
Your phone and fax numbers here

November 19,2013

Consultant’s name and address here
Consultant’s phone and fax numbers here

Re;: Patient

DOB: ~+fsssfoam-

Dear Dr. .

Mr./Mrs. was recently seen in our clinic for diagnosis and planning of oral disease. As stated in his/her
medical history questionnaire, he/she has a history of 4 L and He she takes . and as
medications, and has and s nIIergics He/she has bee bccn dingnosed with _  and his/her treatment plan calls
for__ under local thetic with ictor

1. Is the patient’s medical history, as he/she gave it to me, complete? L
Ie€o

2. Mr/Mrs. __ reports that he/she develops shortness of breath after climbing 2 flights of stairs. This puts him/her
u borderllne exgreise tolerance, Can you order a stress test for w’\ﬁrmmion nnd treat 3s necessary”?
1 Al has .~l4l-~m (L v 1 AN<r ,-,;u..nv
3. Mr.nMrs. takes 5 mg prednisone per day. [ will be suppl ing him/her by d g his'her dose to 5 mg

prednisone the day of the procedure and for one day afterward, Is this alright with you? ‘y,

4. Can you order an HbA l¢ and fax it to, or fax me the most recent results, if they have been taken within the last 3
months? L' ¢ e a frched

5. Can you please fax me the patient’s most recent CD4+ count and neutrophil count? V, ..« a Jued

6. Would you be amenable to placing the patient on a 3 month drug holiday from the bisphosphonate, as current
recammendations hold that such u drug holiday may be beneficial both in the pt:vmmon of poﬂ-opcrauve

ostconecmﬂs of the jaw and lreulmem of current outbreaks ofn" L / bufe «f fidse / £ owhkin vom
w ookl /,‘.u- Gin F Arny hlieley

7, Can you please provide specnﬁc mforrmtlon regarding the dosage in Gy, fractionation, and specific field of
irradiation? |, , ¢ e & Tfadh

8. Do you have any other comments pertinent to this case?
7, o

/

Any information would be most welcome.

Sincerely,

L

Sam Malkinson, oy, Cert Pevio, FRCDIC)



In the Health History....

Be as thorough as possible when reporting all of
the patient’s current and former diseases and

disorders
_ist dates when po

pneumonia in September of 2009

List dosages and sc
applicable

List any known alle
occurred

ssible (e.g.“patient was hospitalized for
,,)

List treatments undergone where applicable (surgical

therapy, chemotherapy, radiation therapy etc.)

hedules of medications where

rgic reactions that have




In the Treatment Plan....

Include all planned therapies, even ones that are being
referred to specialists, especially specific surgical
therapies

Include details about the sequence, and if appropriate,
timing of treatment

nclude information regarding whether you are using
ocal anesthetic with or without vasoconstrictor

nclude any medications that you are planning to
prescribe, or any change in dosage/schedule of
medications the patient is currently taking




TO BE AVOIDED

* Descriptions which use dental technical
terminology

— Think “lower right first premolar” rather than
“#44”

— Think “*filling” rather than “Class 2 composite
restoration”

— Think “bone grafting procedure” rather than
“socket preservation”; etc.

30




“ltems’

* The more specific of a question you ask, the
more specific of an answer you'll get

* Can be used to check to make certain your

patient has given you all the pertinent medical
information

* Can also be used to get a physician’s overall
impression of a case, including any
contraindications you may have overlooked




TO BE AVOIDED

* “Medical Clearance” questions

* Questions which ask physicians things that are

outside of their sphere of knowledge

>4




To Whom do | Send the Consult!?

* Routine consults can be sent to a patient’s
family physician

* Specialty specific consults can be sent to a

patient’s specialist, if they have one already

Urgent consultations can be sent to ER
bhysicians, or to either family physicians or
specialists, depending on the type of problem,
accompanied by a phone call
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Cardiovascular System

Hypertension
Congenital Heart Problems
Acquired Cardiovascular Problems

Cardiovascular Surgery




Hypertension

* How often do you take your patient’s blood pressure!?

* Dentists are in an excellent position to screen patients
for hypertension’

BLOOD PRESSURE SBP? DBP’
CLASSIFICATION (mm Hg?®) (mm Hg)
Normal < 120 and < 80
Prehypertension 120-139 or 80-89
Stage 1 140-159 or 90-99
Hypertension

Stage 2 = 160 or = 100
Hypertension




Hypertension

* It is our responsibility to know when we should
and should not treat a hypertensive patient, i.e.:

— If a patient’s BP is >180/>1 10 mmHg, no elective
dental care®

— If a spike in BP is accompanied by signhs and symptoms
of a hypertensive crisis’:

 Severe chest pain

» Severe headache with confusion or blurred vision
* Nausea and/or vomiting

* Shortness of breath

» Seizures

* Unresponsiveness




In the Health History....

* “On two separate dental visits, Patient X’s
blood pressure was 165/105 mmHg.”




ltem

* “As Patient X’s blood pressure places him in
Stage 2 Hypertension, and he is not currently
undergoing any medical antihypertensive
therapy, please evaluate and treat as
necessary.’




Congenital Heart Problems

* Some examples of congenital heart problems might be:
Atrial septal defects

Ventricular septal defects
Persistent truncus arteriosus
Tetralogy of Fallot
Pulmonary stenosis
Coarctation of the aorta

Bicuspid aortic valve

* Depending on the specific congenital heart problem, the
defect may require or may have been repaired in such a
way that requires antibiotic prophylaxis®




In the Health History....

* “Patient X has a history of a ventricular septal
defect, but is unaware of how it was repaired.”

or

* “Patient X reports having had heart surgery
when she was a child, but is unaware of what
kind, or what problem was being treated.”




ltems

* “Can you provide some information as to
whether the VSD was repaired with a
synthetic or an autogenous graft?”

or

* “Can you provide some information on the
heart problem Patient X had as a child, and
how it was treated?”




TO BE AVOIDED

* “Should | provide Patient X with antibiotic
prophylaxis prior to treatment?”
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Acquired Cardiovascular Problems

* Again, dentists are in a position to potentially pick up on
risk factors for these life-threatening conditions'?

* Further, if you suspect COMMON RISK FACTORS FOR
TP DSV CORONARY HEART DISEASE.

c A RISK FACTOR LEVEL OF RISK
be cardiovascularly fit e e
to undergo your Pars (Yanss) fefocnen) =65
Proposed treatment’ gitg:;:"e Smoking Nonsmoker Smoker
consultation may give ~ |aiees Seet-u0 | smp= 14
3 a (mm Hg?*)
you enough information =
g t::lgesterol i i
to make your final (m/dLe)
treatment decisions' S gy | % =40
Fasting Plasma
Clucose (mg/dL) < 126 =126




In the Health History....

* “Upon taking Patient X’s health history, he
reported being a current smoker. He has not
seen a physician in 5 years.As measured in our
office, his blood pressure was 145/95 mmHg,
and his plasma glucose was 200 mg/dL. He
reported developing shortness of breath after
climbing the one flight of stairs up to our
office.”




In the Treatment Plan....

* “The intended treatment will be performed
under local anesthetic, with vasoconstrictor
limited to 0.036mg of epinephrine.”




ltem

* “Patient X’s history puts him at a poor level of
exercise tolerance. Combined with his age of 68,
| am concerned that he is at increased risk of
developing coronary artery disease. Can you

perform a history, physical, and stress test, and
treat as necessary?”




TO BE AVOIDED

* “Patient X’s history puts him at a poor level
of exercise tolerance. Can you clear him for
the proposed procedure?”

48




Cardiovascular Surgery

* Patients who have undergone cardiovascular
surgery may:
— Require a certain period of convalescence before
undergoing invasive dental procedures

— Have had foreign bodies placed which require
antibiotic prophylaxis

— Be on anticoagulant medications which may
require dosage adjustments




In the Health History....

* “Patient X reports having had an arterial stent
placed 6 months ago.”

or

* “Patient X reports having had an artificial valve
placed in his heart 5 years ago.As such, he is
on Warfarin, and his INR is kept at 3.5.”




ltems

* “As an INR of 3.5 will result in excessive
bleeding during the proposed procedure, can
you please coordinate a tapering heparin
protocol to coincide with the date of
surgery?”




TO BE AVOIDED

* “Can | proceed with dental treatment, and do |
need to prescribe him antibiotic prophylaxis?”

or

* “As an INR of 3.5 will result in excessive
bleeding during the proposed procedure, is it
alright to stop his Warfarin one week prior to
the procedure!?”

bé




Respiratory System

* Sleep Apnea




Sleep Apnea

* Untreated sleep apnea can increase the risk of
developing I;zli':DP-BANG questionnaire

o HTN First Four Questions Four Additional Questions

S:snore loudly B: body mass index =28

MI T: feel tired during the day A age =50 vyears

CVA O Dhserﬁ.jed.n‘-.'.'itnessed 1o have stopped M: neck size: male, =17 in; female, =16 in
breathing

Arrhythmia F: high blood pressure G: gender; are you a male
Yes to two or more abowve: at risk for sleep Add one or more from above: increased risk
ObeSity apnea for moderate to severe sleep apnea

Diabetes

— ?Periodontitis?'% 13,14

Dentists are once again in an excellent position
to pick up on this problem before physicians'>




In the Health History....

* “Patient X reports snoring loudly, and feeling
tired during the day. His blood pressure has
been measured as 145/95 at two successive
dental appointment. His BMl is 29.”




ltem

* “Can you please evaluate Patient X for sleep
apnea, and treat as necessary?”




Hematological System

HIV/AIDS
WBC Diseases
Immunosuppression

Bleeding Disorders




HIV/AIDS — Intra-oral Manifestations

* While fortunately an uncommon occurrence, in
theory a patient with undiagnosed HIV could present
to your office'¢

* Some of the intra-oral manifestations (more
common in a HIV+ population than in a healthy
population) include: | "

— Hairy leukoplakia
— Linear gingival erythema

— Kaposi’s sarcoma
— NUG/NUP r »




HIV/AIDS - Immunosuppression

* Are all HIV+ patients equally susceptible to post-op
infections due to immunosuppression? Of course
not!

|dentifying the

— CD4+ lymphocyte count in cells/uL (<200 carries a diagnosis of AIDS)'é, and,

— Neutrophil count in cells/pL (<1000 carries an increased risk of developing infections,
and <500 carries an increased risk of developing infections from endogenous flora)'’

will help us to make the appropriate treatment
decisions for our patients

Beware! There are currently no “official” guidelines
for antibiotic coverage in HIV+ patients, or any
other immunocompromised patient, for that matter




In the Health History....

* “Patient X reports a history of intravenous
narcotic use, with the needle having been shared
by multiple individuals. His oral examination has
revealed features consistent with hairy
leukoplakia on the lateral surfaces of his tongue,
as well a linear gingival erythema.”

or

* “Patient X reports that he is HIV+, but is unsure
of his most recent CD4+ and neutrophil counts.”




ltems

* “Can you please evaluate Patient X for possible
HIV infection and treat as necessary?”

or

* “Can you please send me the results of his most
recent CD4+ and neutrophil counts, or perform
new ones if they have not been done recently, as
his immune status may alter the intended
treatment plan, and indicate antibiotic coverage?”




TO BE AVOIDED

* “Patient X reports HIV+ status. Do you advise
either antibiotic prophylaxis prior to dental
treatment, or post-operative antibiotic
coverage?”
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Acquired/Congenital WBC Diseases

* A very broad range of problems, such as

Qualitative or quantitative neutrophil defects
Leukemia/other hematological malignancies
Congenital immune deficiencies

Select radiotherapy

Splenectomy/splenic dysfunction

* The most important is to assess the patient’s risk
of developing complications, and to inform the
physician of possible intra-oral complications!'’

* Further, the dentist may pick up on a
hematological problem, just based on intra-oral
signs and a good history




In the Health History....

* “Patient X presented with severe gingival
inflammation and bleeding. These signs have
occurred suddenly in the last 3 weeks, and
without any obvious local cause. Further,
Patient X complains of recent weight loss, and
night sweats, both of which are unusual for
him.”




ltems

* “l am suspecting a hematological disorder. Can
you please evaluate the patient’s hematological
status and treat as necessary?”




Immunosuppression

* Patients may be treatment planned by their
physician to begin a course of
immunosuppressive medication for reasons as
benign as arthritis, and as serious as organ
transplantation or cancer treatment

* In a perfect world, the physician in question
would send us a consult first

* This does not always happen




In the Health History....

* “Patient X has informed me that he has
recently undergone immunosuppressive
chemotherapy to treat a hematological
malignancy.”




ltem

* “VWe adpvise all our patients to get complete
dental examinations and appropriate
treatments prior to beginning any form of
immunosuppressive therapy. However, as

Patient X was unable to do so, can you please
perform a complete blood count with
differential and send me the results?”




Bleeding Disorders

* A variety of scenarios may cause excess
bleeding:
— Diseases/disorders (von Willebrand’s Disease,
hemophilia A and B, thrombocytopenia, etc.)

— Anticoagulant medications (VVarfarin, heparin,
enoxaparin etc.)

— Anti-platelet medications (Aspirin, Plavix, Aggrenox
etc.)




Bleeding Disorders

* Patients with a known history of a bleeding
disorder must have appropriate lab tests done in
consultation with a hematologist, because the
results may indicate treatment on the part of the
hematologist prior to dental treatment

* Suspected bleeding disorders must be referred

for consultation'®

Symptom

Criteria

Epistaxis:
Cutaneous bleeding
Minor cutaneous wound:

Oral cavity bleeding:

Tooth extraction:

Surgical bleeding:

Menorrhagia:

Any nosebleed that causes interference or distress with daily or social activities,
Bruises are considered significant when S or more (> lem) 1n exposed areas.
Any bleeding episode caused by superficial cuts (e.g.. by shaving razor, knife, or scissors) or that
requires frequent bandage changes.
Gum bleeding should be considered significant when it causes frankly bloody sputum
and lasts for 10 minutes or longer on more than one occasion. Tooth eruption or
spontancous tooth loss bleeding should be considered significant when it requires
assistance or supervision by a physician, or lasts at least 10 minutes. Bleeding
occurring after bites to lips, cheek, and tongue should be considered significant when it
lasts at least 10) minutes or causes a swollen tongue or mouth.

Any bleeding occurring after leaving the dentist’s office and requiring a new,
unscheduled visit or prolonged bleeding at the dentist’s office causing a delay in the
procedure or discharge.

Any bleeding judged by the surgeon to be abnormally prolonged. that causes a delay in
discharge, or reguires some supportive treatment.

Any bleeding that interferes with daily activities such as work, housework, exercise or
social activities during most menstrual periods.




In the Health History....

* “Patient X reports having been diagnosed with
von Willebrand’s disease |5 years ago. He has
not been followed regularly by a physician.”




ltem

* “Due to the extent of the planned surgical
procedure, significant bleeding is anticipated.
Can you please assess and report on the
severity of Patient X’s coagulopathy, and

coordinate any necessary hematological
treatment with the intended surgical
treatment?”




TO BE AVOIDED

* “Is it alright for me to proceed with the
intended surgical procedure?”
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Endocrine System

* Thyroid Dysfunction
* Diabetes

* Adrenal Suppression




Thyroid Dysfunction

* Very commonly seen

* Ensuring proper thyroid control prior to dental care is
very important

Also important is referring any possibly undiagnosed case
to the appropriate physician, as uncontrolled
hypothyroidism can lead to cardiovascular problems, and
uncontrolled hyperthyroidism can result in thyrotoxicosis,
which can end up in a “thyroid storm:”!?

Fever

Dehydration

Weakness

Rapid or irregular heart rate
Nausea/vomiting/diarrhea
Confusion/disorientation
Heart failure

Death




Thyroid Control

* Control can be assessed based on a TSH assay (normal
value 0.7-5.3 mlU/mL), presence/absence of symptoms,
combined with the patient’s self-reported history on
duration and compliance with treatment'®

ORAL MANIFESTATIONS OF THYROID DISEASE.

HYPERTHYROIDISM

Increased susceptibility to
caries

Periodontal disease
Presence of extraglandular
thyroid tissue (struma
ovarii—mainly in lateral
posterior tongue)
Accelerated dental eruption
Burning mouth syndrome

HYPOTHYROIDISM

Salivary gland enlargement
Macroglossia

Glossitis

Delayed dental eruption
Compromised periodontal
health—delayed bone
resorption

Dysgeusia




In the Health History....

“Patient X has not seen a physician in |10 years.
Intra-orally, her examination has revealed
macroglossia, salivary gland enlargement, and
poor periodontal health. She is overweight,
and her respiratory rate is low at 8
breaths/min.”

or

* “Patient X has reported a history of
hyperthyroidism, which she states is being
treated.”




ltems

* “Can you please assess the patient for possible
hypothyroidism?”

or

* “Can you please send me the results of her most
recent thyroid function test, or perform a new
one if one has not been done recently?”




Diabetes Mellitus

* Due to the chronic nature of DM, multiple
systems in the body may be affected:

— Cardiovascular system
— Renal system

— Retina

— Nervous system

— Periodontium

* There are both acute and chronic issues that
need to be addressed for a diabetic




Diabetes Mellitus — Periodontal Abscesses

* Multiple periodontal abscesses are nearly

pathognomonic of an uncontrolled diabetic state
BT T R — ' |
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Diabetes Mellitus — Periodontitis

* We know that patients with uncontrolled DM
are more likely to have periodontitis, and that
the severity of their disease worsens if they
are uncontrolled

Further, patients with post-operative blood
glucose levels >200 mg/dL are much more
likely to experience post-surgical
complications?%2!




Diabetes Mellitus - Monitoring

* Diagnosis and acute monitoring of diabetes is

based on plasma glucose levels

* HbAI_ on the other hand, gives information
about blood glucose concentration over the

preceding

Table 1. American Diabetes Association criteria for the diagnosis of diabetes mellitus, impaired glucose tolerance

(IGT), and impaired fasting glucose (IFG)

Normal Diabetes IGT IFG
Fasting glucose (mg/dl) <100 =126 100-125
Casual glucose (mg/dl) =200

Table 4. Correlation between hemoglobin A, levels
and mean plasma glucose levels

Hba; - (%) Mean plasma glucose
mg/dl mumol/]

6 135 7.5
170 9.5

8 205 11.5

9 240 13.5

10 275 15.5

11 310 17.5

12 345 19.5

Hemoglobin A, provides an estimate of the averags gucosa laval. t doas
not account far short-tam fluctuation in plasma glucass lewls.




In the Health History....

e “Patient X has a recent

nistory of MI. He is not

currently being followed by a physician. His oral

exam revealed multiple
or

beriodontal abscesses.”

* “Patient X reported having been diagnosed with
type | diabetes mellitus, and takes insulin as part
of his treatment, in a Lispro formation |5 units
before breakfast, lunch, and dinner each, and in a
Lantus formation |5 units before bedtime.”




ltems

* “Can you please perform a fasting plasma glucose
test to assess the patient for diabetes?”

or

* “Can you please fax me Patient X’s most recent
HbA,_ value, or perform a new test if one has
not been done in the last 3 months?”




Adrenal Suppression

* Glucocorticoid output by the adrenal glands is
an important feature of the body’s response to
surgical stress

* Primary adrenal insufficiency is a relatively
uncommon occurrence

* Much more common is secondary adrenal
insufficiency due to exogenous corticosteroid
administration




Commonly Prescribed Glucocorticoids

Medscapea www.medscape.com

Corticosteroid

Relative
Antiinflammatory
Activity

Relative
Mineralocorticoid
Actvity

Equivalent
Daose
(mg)

Flasma
Half-life
(min)

Cortisone
Hydrocortisone
Prednisone
Prednisclone
Triamcinolone
Methylprednisclone
Betamethasone
Dexamethasone
Fludrocortisone

0.8

1.0

4.0

4.0

5.0

5.0
25.0
25-30
10

0.8
1.0

25
20

30

a0

60

200

300

180
100—300
100—300

200

Source: Phamacotharapy & 2007 Phamacothamapy Publications




* A person may be suspected of
adrenal suppression if he has
been taking >5-10mg* of
Prednisone?? for >3 weeks?*%>

Adrenal Suppression

ADRENAL CRISIS

Severe glucocorticoid
deficiency with or
without mineralo-
corticoid deficiency due
to stress (for example,
surgery, infection) and
inability of adrenal
cortex to meet demand

* In theory, surgery can
precipitate an adrenal crisis in
patients whose adrenal glands
are unable to respond to the

stress2®

Major categories:
Gastrointestinal
(nausea, vomiting,
diarrhea, stomach

cramps)
Hypotension, weak
pulse, profuse
sweating, weak-
ness, fatigue
' Headache, sunken
eyes, cyanosis
Fever, dehydration,

d\ spnea progres-
sing to hypothermia
Myalgias,
arthralgia



DENTAL PROCEDURES AND RECOMMENDED
CORTICOSTEROID SUPPLEMENTATION IN PATIENTS
WITH ADRENAL INSUFFICIENCY.*

NEGLIGIBLE RISK CATEGORY

== Nonsurgical dental procedures
Regimen: No supplementation required

MILD RISK CATEGORY

== Minor oral surgery: A few simple extractions, biopsy

== Minor periodontal surgery
Regimen: The glucocorticoid target is about 25 milligrams of
hydrocortisone equivalent (5 mg of prednisone) the day of
surgery

MODERATE-TO-MAJOR RISK CATEGORY

== Major oral surgery: Multiple extractions, quadrant periodontal
surgery, extraction of bony impactions, osseous surgery,
osteotomy, bone resections, cancer surgery, surgical procedures
involving general anesthesia, procedures lasting more than one
hour, procedures associated with significant blood loss
Regimen: The glucocorticoid target is about 50 to 100 mg per
day of hydrocortisone equivalent the day of surgery and for at
least one postoperative day

* General anesthesia, infection and pain can increase the risk of adrenal crisis in susceptible patients.
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Major Caveat

* There is one subset of patients for whom you
have to be VERY CAREFUL before prescribing

supplemental steroids, and those are
DIABETICS

* Why! Because glucocorticoids have effects
antagonistic to insulin, and will tend to raise
blood glucose




In the Health History....

* “Patient X reports taking 10mg of prednisone
daily for the last 6 months.”




In the Treatment Plan....

* “As the proposed procedure involves
moderate surgical stress, | will be
supplementing him an extra 10mg of
Prednisone the day of the surgery and one day
after, before telling him to return to his normal
daily dosage.”




ltem

 “As Patient X is diabetic, and the Prednisone will
raise his level of blood glucose, can you please
consult with him on how to monitor and
appropriately adjust the dosages of his
insulin/oral hypoglycemic during the day of
surgery and one day afterward?”




TO BE AVOIDED

* “As the proposed procedure involves
moderate stress, should | give him
supplemental steroids, and if yes, how much
and for how long?”
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Hepatic and Renal Systems

* Liver Dysfunction

* Renal Dysfunction




Liver Dysfunction

* Liver dysfunction can come in different forms?’:

— Damage due to hepatitis
— Alcoholic liver disease

— Diseases such as Wilson’s Disease, hepatocellular carcinoma

* There are two basic issues with a possibly
dysfunctional liver:

— Will the patient’s blood clot normally? (Vit K-dependant clotting factors are
activated in the liver)

— Can the patient metabolize the medications you would like to put him on?




Liver Function Tests

* There are a series of tests which can identify

whether or not a liver is functioning
normally?82°:

AST (aspartate aminotransferase), ALT (alanine transaminase)
ALP (alkaline phosphatase)

Bilirubin

Albumin

INR




In the Health History....

* “Patient X reports being diagnosed with
Hepatitis C.”




ltem

* “Can you please perform an INR and liver
function tests to assess her hepatic status, and
send me the results with your assessment?”




TO BE AVOIDED

* “Can you assess the patient’s liver function to

provide clearance for the proposed
treatment?”
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Renal Dysfunction

* Patients receiving hemodialysis for renal
insufficiency or failure require special attention

* Some of the dentally-relevant issues arising out of

patients with renal dysfunction involve3°:

— Excessive bleeding

— Anemia (may alter your prescription of medications)

— Increased susceptibility to infections arising from

in (1.0 g) infused over one hour during dialy-

1 — Vancomycix
baCteremla sis the day before dental treatment

m Amoxicillin (3.0 g per mouth) one hour before the den
tal procedure; a1 second dose is not needed

wme Hrythromycin ethylsuccinate (800 mg) or erythromycin
gtearate (1.0 g by mouth) two hours before the dental pro
cedure, then one-half the dose six hours after the initial

[lllHl'

s Clindamycin (200 mg by mouth) one hour before the
dental procedure, then 150 mg six hours after the initial

Figure 3. Suggested changes for bacterial endocarditis prophylaxis
for patients receiving hemodialysis.



In the Health History....

* “Patient X has reported that he is on
hemodialysis for end-stage renal disease.”




In the Treatment Plan....

* “Owing to the invasive nature of the
procedure, | will be providing Patient X with

prophylactic antibiotic coverage of 3g of
amoxicillin.”




ltem

* “Can you please perform an INR, and
complete blood count with differential, and
send the results to me, along with the patient’s
dialysis schedule?”




TO BE AVOIDED

* “Is there any contraindication to performing

treatment, and do | need to provide antibiotic

prophylaxis?”
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Skeletal System

* Osteoporosis/Bisphosphonates

* Radiation Therapy




Osteoporosis

* Very common in aging populations, especially women

* Diagnosis is based on normal population curves of bone
mineral density

* A patient is diagnosed as:

— osteoporotic if they are 2.5 standard deviations below the
mean, and

— osteopenic if they are 1.5-2.4
standard deviations
below the mean

Number of patients

LA ™Y TTTTTTTYTTTYY

X 2 1 0 1 2 3
Standard Deviations




Bisphosphonates

* The main reason dentists need to be
concerned about osteoporosis is that
bisphosphonate treatment is currently one of
the most commonly used treatment regimens

* Bisphosphonate treatment may predispose
people to osteonecrosis of the jaw following
extractions and other surgical treatment

* The consequences of ONJ can be DIRE







Bisphosphonates

* Major controversies regarding how to deal
with this clinical situation

Current “recommendations’ are not as
supported by evidence as we would like for
them to be3!:32

Regardless, to make an informed decision
regarding appropriate treatment for this ever-
growing patient population, we need specific
information from the healthcare provider who
has prescribed the bisphosphonate




In the Health History....

* “Patient X has informed me that she is taking
a bisphosphonate, but is unsure of which one
and for how long she has been taking it.”




ltems

* “Can you please provide information on the specific
medication, route of administration, time course and dosage of
her treatment.”

and

* “As | am planning a surgical procedure, is it alright with you if
we place her on a drug holiday from the bisphosphonate for 3
months prior to proceeding with the procedure?”

and

* “We advise for all patients about to begin bisphosphonate
treatment to undergo comprehensive dental examination and
treatment, to eliminate all possible future sources of infection
and to reduce the need for any future surgical procedures.”




TO BE AVOIDED

* “What is the risk of the patient developing
osteonecrosis of the jaw following the
intended procedure?”

LI%S




Radiation Therapy

* Patients who have undergone radiation therapy
to the head and/or neck may be at risk for
developing osteoradionecrosis

* To assess a patient’s risk, some important
information3334 we need includes:

— Specific field of radiation

r— Dosage in G)’ (>60 Gy associated with higher risk of developing
osteoradionecrosis)

— Specific dose to the mandible




In the Health History....

e “Patient X has informed me that she

underwent radiation therapy for thyroid
cancer in 2009.”




ltem

* “Can you provide information on the dosage
in Gy that Patient X received and the specific
field which was irradiated!? If possible, can you

also provide the dosage in Gy that the
mandible received?”




TO BE AVOIDED

* “Can you assess the risk of the patient
developing osteoradionecrosis following the
intended procedure?”
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Miscellaneous

* Cervical Lymphadenopathy

* Pregnancy




Enlarged lymph
nodes are a nhon-
specific sign that
can be present in
a host of
infectious,
immune-related,
neoplastic,
endocrine, and

disorders?3>

Table 1

other types of :

Cervical Lymphadenopathy

Causes of lymphadenopathy

Infectious Diseases

a. Vira—in us mononucleosis (EBV, CMV), infectious hepatitis
VZV, rubella, measles, adenovirus, HV
. Bacterial—strepto cus, staphy

sis, atypical mycobacterial infe

ndary syphilis, diphtt

occidioidomycosis

n, pnmary and s

parac

Fun-:" isioplasmos oidomycos

yhlan r,d a—lyphogranuloma venereum, tr

SIS, COCCH

s, trypancsomiasis, filariasis

etisialpox

scrub typhus,
nologic dl“-"&:"

eumatoid arthntis

fxed connective tissue disease

oo
O’J?l]ﬂ
J'L

ystemic lupus erythematosus
d. D—- a‘cr“yo“r‘J
e. Sjogen's J,"cr'*rre
f. Serum sickness
g. Drug f'y,:;ersensm.-.t\,'

h. Primary biliary cirrhosis
.. Graftvs-host disease

i Silicone-associated

. Malignant diseases

(Hodgkin's,

T-cell lymphoma, multiple myeloma with amyloidosis)

non-Hodgkin's, ALL, CLL, hairy cel

1. Hematologic

b. Metastatic—from primary sites
Lipid storage disease—Gaucher's, Niemann-PicK, Tangier
Endocnne disease—hyperthyroid, adrenal insufficiency, t

. Other disorders

Castleman’s disease
. Sarcoidosis

{giant lymph node hyperplasia)

[~

or

c. Dermatopathic lymphadenitis

d. Lymphomatoid granulomatosis

e. Kikuchi's disease (histiocytic nectrotzing lymphadenitis)

f. Kawasaki's disease (mucocutaneous lymph node syndrome)
g. Histocytosis X

J

evere hypertriglyceridemia

ococcus, cat-scratch disease, brucellosis, tularemia, chancroid, tuberculo-

hena, leprosy

eukemia, malignant



Cervical Lymphadenopathy

* To differentiate between possible ... s cinica cvasation o
3 cervical lymphadenopathy
causes, a thorough history must
be taken, and sometimes, some i, el byt cociolal

preauncular, auricular, axial inguinal)
dentify the presence of singie or multiple doses
Iab Val u es m U St be req u eSted dentify the presence of 3621 zed :jrI disseminated

nodes

* Because of the e
morbidity/mortality associated =

with some of the causes of
cervical lymphadenopathy, and

because sometimes it presents as A
part of the routine course of an =

already diagnosed illness, medical
consultation is very important



Cervical LAD present

Suspicion of
malignancy.

Suspicion of
malignancy

VES NO VES N
Cause/effect of Investigate Local infectiont- Local infection
[disease identified|  [other causes identified identified
Treatment based After treatment
on medical of infection
condition re-evaluate
YEs: ¢ NO
LAD’:esblved| LAD not
resolved

Investigate other
causes

immediate refer-
ral to physician
for malignancy
WOork-up

serology for spedfic

Answered NO to STEP 1,2, 3: Order CBC with differential and/or
disease or condition

Normal results: monitor patient for 2 to 4 weeks
then refer to physician for persistent LAD

Abnormal results: refer to physician

Fig 3 Algonthm for patients presenting with cervical lymphadenopathy.




In the Health History....

* “During a routine dental checkup, Patient X
presented with a firm, enlarged lymph node
|cm in diameter on the anterior surface of his
right sternocleidomastoid muscle, midway up
his neck. This node is tender to palpation, and

has been present for 2
discussion, Patient X ac
some unexpected weig

weeks. After some
mitted to experiencing
nt loss during that time,

as well as fever and nig
does not usually get.”

nt sweats, which he




ltem

* “Can you please evaluate and treat Patient X
as necessary for suspected malignancy, and
report back on the findings?”




Pregnancy

* Pregnant patients require special dental
attention, not NO dental attention

* A significant number of dentists report being
uncomfortable with treating pregnant
patients3®

* Intra-oral problems may be associated with
adverse pregnancy outcomes3/:38




Pregnancy — Treatment Sequencing

e Dental work is best done in the second
trimester and first half of the third trimester3?

* Dental work can be categorized into
— Elective treatment - defer until after pregnancy

— Time-sensitive treatment — 2 trimester or first half of 37 trimester

— Emergency treatment - any time




Pregnancy - Medications

* The FDA has come up with pregnancy risk

categories for medications

* Be aware of into what category the
medication you want to prescribe falls*

U.S. Food and Drug Administration pregnancy risk

factor definitions.*

CATEGORY

DEFINITION

A

The results of controlled studies in women fail to demonstrate a risk to the fetus
in the first trimester (and there is no evidence of risk in later trimesters), and the
possibility of fetal harm appears remote

Either the results of animal reproduction studies have not demonstrated a fetal
risk but there are no controlled studies in pregnant women
OR
the results of animal reproduction studies have shown an adverse effect (other
than a decrease in fertility) that was not confirmed in controlled studies in
women in the first trimester and there is no evidence of risk in later trimesters

Either the results of studies in animals have revealed adverse effects (teratogenic,
embryocidal or other) on the fetus and there are no controlled studies in women
OR
results of studies in women and animals are not available; drug should be given
only if the potential benefit justifies the potential risk to the fetus

There is positive evidence of human fetal risk, but the benefits of use in pregnant

women may be acceptable despite the risk (for example, if the drug is needed in

a life-threatening situation or for a serious disease for which safer drugs cannot
be used or are ineffective)

Results of studies in animals or humans have demonstrated fetal abnormalities or

evidence of fetal risk based on human experience, or both, and the risk of the use

of the drug in pregnant women clearly outweighs any possible benefit; use of the
drug is contraindicated in women who are or may become pregnant

* Sources: U.S. Food and Drug Administration.®®2




Key medication considerations during pregnancy and breast-feeding.

AGENT FDA PR* SAFE DURING SAFE DURING
CATEGORY PREGNANCY? BREAST-FEEDING?
Analgesics and Anti-inflammatoriest
Acetaminophen B Yes Yes
Aspirin <D Avola Avold
Codelne d Use with caution Yes
Glucocorticolds (dexamethasone, prednisone) C Avold Yes
Hy drocodone C Use with caution Usa with caution
Ibuprofens oD Avoid use In third trimester Yes
Oxycodone B Use with caution Use with caution
Antibiotics™
Amoxiciilin B Yes Yes
Azithromycin B Yes Yes
Cephalexin B Yes Yes
Chiorhexidine (topical) B Yes Yes
Clartthromy cin C Use with caution Use with caution
Clindamycin B Yes Yes
Clotrimazole (topical) B Yes Yes
Doxycyciine D Avold Avoid
Erythromycin B Yes Use with caution
Fluconazole oD Yes (single-dose regimens) Yes
Metronidazole B8 Yes Avoid; may glve breast
milk an unpleasant taste
Nystatin C Yes Yes
Peniciiiin B Yes Yes
Terconazole (topical) B Yes Yes
Tetracycline D Avold Avold
Local Anesthetics
Articaine C Use with caution Use with caution
Bupivacaine C Use with caution Yes
Lidocaine (with or without epinephrine) B Yes Yes
Mepivacaine (with or without levonordefrin) C Use with caution Yes
Prilocaine B Yes Yes
Benzocaine (topical) o Use with caution Use with caution
Dyclonine (topical) [ Yeas Yes
Lidocalne (topical) B Yes Yes
Tetracaine (topical) C Use with caution Use with caution
Sedatives
Benzodiazepines DX Avold Avold
Zalepion C Use with caution Usa with caution
Zolpidem C Use with caution Yes
Emergency Medications
Albuterol C Steroid and B,-agonist inhalers Yes
are safe
Diphenhydramine B Yes Avoid
Epinephrine (o Use with caution Yes
Flumazenll » Use with caution Use with caution
Naloxone C Use with caution Use with caution
Nitroglycerin 3 Use with caution Use with caution

ind dont on the highest-risk moioly. In Lbon:nmp!oofu;,
usod with caution, because the oxycodona moioty carrics a higher risk than the m:ulannnophm maiety.
% Oral storvids should not be withhold from pationts with acute savers asthma,
§ Thaprofun is representative of all nonstervidal anti-inflammatory drugs. In breast-foeding pationts, avedd cyclooxygenass seloctive
inhibifors such as celocoxib, us fow data rogarding thoir safo use in this popalation am availablo, and avoid desas of agpirin higher than

100 milligrams b of risk of platolot dysfu

in glomerular Gltration ralo in pregnancy.

* FDAPR: US, Food and Drug Administration Pregnancy Risk. Soo Table 1 for FDA PR category definitions.
* In tho caso of combinatson products (such a3 axycodens with acctaminophaes), the safoty with respect to cithor prognancy or brossi-feeding

with acet phen, the combinati

tion and Reyo 5

¥ Antbiotic use during pregnancy: The patient should roceive the full adult doss and for tha usual length of treatmant. Serions infoctions
should be troated aggrossively. Ponicillins and cephalosporing are considercd safa. Uso higher-doso regimens (such as cophaloxin 500 mg
threo times per day rather than 260 mg throe times por day), as they aro cloared from the systom moro quickly bocause of the increase

of theso two drugs should be

¢ Antibiotic use during broast-fosding: Thoso agents may cause altarud bowal flora und, thus, diarrhea in the baby. If the infant develops
a fover, the dinician shouald take into account maternal antikiotic truatment.

128




In the Health History....

e “Patient X has informed me that she is 10
weeks pregnant.”




ltem

* “We adpvise that all pregnant patients who
have not undergone a recent dental check-up
be referred to their dentist as part of their
routine obstetric care. Can you please confirm

the expected delivery date for Patient X’s
baby, so that we can plan our treatment
sequence accordingly?”




TO BE AVOIDED

* “What is the limit on the epinephrine | am
allowed to use with my local anesthetic?”

and

* “What antibiotic and analgesic should |
prescribe if it becomes necessary?”

and

* “Is there any contraindication to performing
treatment?”
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Questions?

Thanks for listening?
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